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The U.S. mental health care
system has undergone dra-
matic changes in recent years,

involving major reductions in the
availability of inpatient care, greater
emphasis on outpatient care, and

pressure to improve efficiency in both
inpatient and outpatient domains
(1–6). In response to these changes
there has been growing concern
about maintaining the quality and ef-
fectiveness of care and a recognition

of the need for systematic monitoring
of health system performance (7,8).

Although many mental health sys-
tems have used administrative data to
monitor the structure and process of
care (9), outcomes have received far
less attention (10). Methods for as-
sessing mental health outcomes are
well developed for use in research,
but they are costly to implement, es-
pecially on a large scale at multiple
facilities (11–13).

Despite these impediments, the
Joint Commission on Accreditation of
Healthcare Organizations and the
Committee on Accreditation of Reha-
bilitation Facilities as well as both
public and private insurers require
accredited programs to systematically
monitor the outcomes of treatment
(14–17), presumably because previ-
ous measures are an imperfect proxy
for the ultimate goal of mental health
services—improving mental health
status and functioning.

In recognition of both the impor-
tance and potentially high cost of out-
comes monitoring, the Veterans
Health Administration (VHA) of the
Department of Veterans Affairs is-
sued a policy directive in 1999 that all
mental health inpatients be rated
with the Global Assessment of Func-
tioning (GAF) at discharge and that
outpatients be rated with the GAF at
least once every 90 days during active
treatment (18).

The GAF is a single-item rating
with which a treating clinician evalu-
ates the current global functional sta-
tus of each patient on a scale of 1 to
100 with brief anchors at 10-point in-
tervals; higher scores indicate better
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Objective: Data from the Veterans Health Administration (VHA) were
used to evaluate the strengths and weaknesses of the Global Assess-
ment of Functioning (GAF), a single-item mental health status meas-
ure, as an outcome measure for large mental health care systems.
Methods: The sample consisted of VHA mental health patients who had
at least two GAF scores 45 days apart in 2002 (N=283,754). First, to
evaluate the discriminant validity of the GAF change measures, the au-
thors examined the association of these measures with sociodemo-
graphic and clinical characteristics. Facility-level risk-adjusted meas-
ures of GAF change were then created in three different clinical sam-
ples at more than 130 VHA medical centers, adjusting for patients’ so-
ciodemographic characteristics and diagnoses. The internal consisten-
cy of the scale created by using these items and their consistency across
medical centers over time was evaluated. Results: The analysis sup-
ported the discriminant validity of the GAF-derived measures. As ex-
pected, veterans who had a diagnosis of schizophrenia or Alzheimer’s
disease or who had service-connected disability ratings above 50 per-
cent had lower baseline GAF scores and showed less improvement. The
overall GAF performance measure had a high level of internal consis-
tency (a standardized alpha of .85) and was highly consistent across fa-
cilities over time. Conclusions: The results of this study provide pre-
liminary empirical support for cautious use of a GAF-derived scale in
monitoring changes in average facility-level outcomes over time. How-
ever, because of the potential for gaming of the measures and uncon-
trolled variation in the scale’s administration across facilities, the scale
should not be used to compare outcomes across facilities. (Psychiatric
Services 56:420–426, 2005)
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functioning. The VHA selected the
GAF because it is inexpensive, is
practical to administer, and has
demonstrated potential to be used re-
liably (19–22). Moos and colleagues
(4) recently demonstrated that GAF
scores collected by VHA clinicians
were significantly associated with cur-
rent symptoms and functioning, al-
though these scores did not predict
future health status or costs. Howev-
er, substantial concerns about the
GAF have been expressed, because
the scale uses one item to measure
many different functional areas, it ex-
cludes physical impairment (23), and
it has greater association with psychi-
atric symptoms than with functional
abilities (24).

Although the GAF is a potentially
informative and inexpensive out-
come measure, there has been no ex-
amination of its use to monitor client
outcomes at the facility level in a
large health care system. In the
study reported here we used nation-
al VHA GAF data from three fiscal
years first to evaluate the scale’s dis-
criminant validity—that is, the de-
gree to which patients’ diagnoses
and other characteristics corre-
sponded as expected to patient-level
GAF scores and GAF change scores.
We then examined the strength of
the interrelationship of three com-
ponent measures that make up a fa-
cility-level performance scale—that
is, the scale’s internal consistency.
These component measures repre-
sent facility-level GAF change in
three distinct clinical subpopula-
tions. Finally, we examined the tem-
poral stability of these facility-level
performance measures. More broad-
ly, we sought to demonstrate a set of
strategies for making use of individ-
ual-level health status data to assess
facility-level performance.

Methods
Source of data
GAF ratings were obtained from a
national file containing all GAF rat-
ings made by VHA clinicians along
with patient identifiers, an indicator
of whether the rating was made at the
end of an inpatient stay or during an
episode of outpatient care, the date
the rating was made, and a code doc-
umenting the specific facility at which

the rating was made. GAF ratings
were completed as treatment oc-
curred rather than at the beginning of
a client’s treatment, because many
VHA patients have been in and out of
treatment for various periods. For
outpatients, such an approach has the
benefit of preventing clinicians from
attempting to “game” the indicator,
given that the clinician does not know
which particular score will be used as
the baseline and which as the follow-
up score. Gaming is less preventable
for the measures concerning dis-
charged inpatients, because clinicians
can potentially identify the baseline
assessment, which occurs at dis-

charge. However, it should be noted
that the clinicians who make the out-
patient GAF ratings are different
from those who make the inpatient
ratings, and they do not have access to
the inpatient ratings.

Data on veterans’ sociodemograph-
ic and diagnostic characteristics were
obtained from the Department of
Veterans Affairs (VA) administrative
workload files: the Patient Treatment
File, the Encounter File, and the
Outpatient Care File, which docu-
ment all VA inpatient and outpatient
treatment.

Sample
Our analytic sample consisted of
three groups: patients who had at
least one inpatient GAF rating and a
later outpatient GAF rating, new out-
patients who had at least two outpa-
tient GAF ratings, and continuing
outpatients who had at least two out-
patient GAF ratings. For the inpa-
tient or outpatient to be included in
the sample, the second outpatient
GAF rating in each case had to have
been made at least 45 days after the
initial rating. Such GAF data were
available for 273,036 veterans who re-
ceived outpatient services in 2002
and for 10,718 inpatients in 2002. The
veterans for whom two GAF ratings
were available represent 48.5 percent
of all veterans who had two outpatient
mental health stops 45 days apart and
22 percent of the inpatients who had
at least one outpatient stop 45 days af-
ter their inpatient stop. The mean±
SD baseline GAF score was 41.2±
13.9 for inpatients and 53.5±11.5 for
outpatients.

For comparison, we used samples
of inpatients and outpatients from
2000 and 2001. GAF data were ob-
tained for 14,626 veterans who re-
ceived inpatient services in 2000 and
279,904 patients who received outpa-
tient care as well as for 11,210 veter-
ans who were inpatients in 2001 and
252,221 outpatients. The patients in
our samples received services at
more than 129 different VA medical
centers (VAMCs).

From the original sample for each
year, three subgroups of patients
were identified: inpatients (those
with a GAF rating at the end of an in-
patient stay and a subsequent outpa-
tient GAF rating), new outpatients
(veterans receiving outpatient servic-
es in each fiscal year who did not have
any outpatient stops in the last quar-
ter of the previous fiscal year and thus
are assumed to have begun a new
episode of outpatient care), and con-
tinuing outpatients (those who had at
least one outpatient visit in the last
quarter of the previous year).

Measures
GAF change measure. We exam-
ined two GAF change measures, one
reflecting short-term changes and the
other reflecting longer-term changes.
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Short-term change was defined as the
difference between the initial GAF
rating and the last rating that oc-
curred between 45 and 135 days later
(the next quarterly rating). Long-
term change was defined as the dif-
ference between the baseline GAF
rating and the last GAF rating in the
fiscal year that occurred at least six
months later. Thus, although an indi-
vidual patient could have either a
short- or long-term GAF change
score, or both, the short-term rating
of necessity differs from the long-
term rating.

Risk adjusters. Because patients
being treated at different facilities
are likely to differ on characteristics
that may affect outcomes, such as
age, gender, or diagnosis (25), out-
comes must be risk-adjusted for
these differences, as described in de-
tail elsewhere (26).

Aggregated VAMC treatment
outcome measure. Because the goal
of performance assessment is to com-
pare outcomes across facilities, three
separate risk-adjusted facility-level
outcome measures were created, re-
flecting short-term change among
discharged inpatients, short-term
change among new outpatients, and
longer-term change among continu-
ing outpatients. These three facility-
level measures were then standard-
ized and averaged to create a measure
that represented the overall perform-
ance of each institution.

In developing this measure of over-
all site performance, we first created
risk-adjusted facility-level versions of
each of the three component out-
comes measures. To do so, we used
data from individual patients in multi-
ple regression models to create risk-
adjusted measures of the perform-
ance of each VAMC (25). In these
analyses the patient-level measure of
GAF change was the dependent vari-
able. Independent variables include
measures of veterans’ sociodemo-
graphic characteristics, diagnoses, and
the baseline value of the GAF score
along with N – 1 dichotomous vari-
ables representing each site, with the
median site excluded as the reference
condition. The coefficient on each di-
chotomous site variable in this model
thus represents the difference in the
GAF change score between that site

and the excluded site (which has a
score of 0, by definition), with so-
ciodemographic and clinical factors
controlled for. The variation explained
by the inclusion of these risk adjusters
(R2) was 44 percent for the inpatient
GAF change model and 22 percent
for the two outpatient models.

Using these methods, we created
three risk-adjusted measures of effec-
tiveness at the site level that reflected
short-term risk-adjusted GAF change
among discharged inpatients, short-
term risk-adjusted GAF change
among new outpatients, and long-
term risk-adjusted GAF change

among continuing outpatients. These
three site-level measures were stan-
dardized with use of Z scores and
were then averaged to create a meas-
ure representing the overall perform-
ance of each VAMC.

Analyses
SAS software system procedures
(27–29) were used for all analyses. An
examination of how representative the
sample was—that is, how veterans in
the GAF samples differed from those
without complete GAF data—showed
that the sample for whom ratings were

available was representative of those
who receive the most extensive servic-
es and who therefore are of greatest
interest and concern (26).

Discriminant validity. Next we
evaluated the discriminant validity of
the GAF data. These analyses, con-
ducted at the client level, examined
six models: three that predicted base-
line GAF scores and three that pre-
dicted GAF change scores. Each of
these six models included all meas-
ures of sociodemographic and clinical
characteristics. We hypothesized that
change scores would be most favor-
able among discharged inpatients and
new outpatients and that both base-
line and change scores would be su-
perior among patients with less se-
vere disorders, such as dysthymia,
and worse among those with schizo-
phrenia, with Alzheimer’s disease, or
who received VA compensation at a
level above 50 percent.

Facility performance scale. We
then analyzed the internal consisten-
cy of the overall VAMC-level GAF
performance scale on the basis of the
three risk-adjusted and standardized
GAF measures. To do so, we estimat-
ed Cronbach’s alpha for the three
VAMC-level measures of effective-
ness by using data from each of three
years (fiscal years 2000 through 2002)
and more than 129 VAMCs. We also
examined the temporal stability of the
three risk-adjusted measures (and the
overall GAF performance scale)
across the three years of data by ex-
amining the correlation of the 2000,
2001, and 2002 versions of these
measures.

Results
Sample characteristics
The characteristics of the outpatient
and inpatient samples changed little
over the study period, as can be seen
in Table 1. As would be expected, in-
dividuals in the inpatient sample were
more likely to have diagnoses of se-
vere mental illness, higher disability
ratings, and 20 percent lower baseline
GAF ratings.

Discriminant validity
As hypothesized, indicators of more
severe illnesses, such as schizophre-
nia, Alzheimer’s disease, and bipolar
disorder, and disability ratings of 50
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percent or greater were associated
with lower baseline scores and less
improvement (Table 2). There were
also a number of highly significant
and negative associations between
the diagnoses of posttraumatic stress
disorder, drug abuse or dependence,
and personality disorders and both
the baseline GAF scores and GAF
change measures (Table 2).

Furthermore, the mean baseline
GAF score was 29 percent higher for
the two groups of outpatients—both
new and continuing—than for the
group of inpatients. Taken together,
these results provide support for the
discriminant validity of the GAF
measures.

Internal consistency and 
correlation between GAF items
Table 3 presents the Cronbach’s al-
phas for the GAF performance scale
constructed with use of the three risk-
adjusted and standardized VAMC-lev-
el GAF measures for each year. The
values of .85 to .86 for the Cronbach’s

alphas across years indicate a high lev-
el of internal consistency of this scale
and a high correspondence of our
three measures between facilities.

The table also shows the strong in-
tercorrelation of these three VAMC-
level measures. The correlation be-
tween the two outpatient measures
was between .75 and .82, and the in-
patient measure was correlated with
the two outpatient measures at be-
tween .54 and .65 in each year of the
study. These correlations demon-
strate that individual VAMCs have
consistently higher or lower scores
relative to other VAMCs across meas-
ures, even with quite different sam-
ples of patients.

The temporal stability of the three
measures was reflected in the correla-
tions of the individual measures
across years, generally above .60
(Table 3). The three overall GAF per-
formance scales created for each year
were correlated at from .69 to .83 (all
p<.001; N=129 to 135) (data not
shown in Table 3).

Discussion
This is the first study we are aware of
to demonstrate an analytic strategy
for the creation of a facility-level per-
formance measurement from simple
client outcomes data. Although there
is an extensive literature on the as-
sessment of mental health outcomes
in research on specific interventions,
few studies have examined outcomes
in large health care systems on an on-
going basis. Although such assess-
ments can be costly, the study report-
ed here relied on a relatively inexpen-
sive measure, the GAF, which was
used to rate mental health status peri-
odically on several hundreds of thou-
sands of patients treated nationally in
the VHA system over several years.

Although the ratings were made by
untrained clinicians, without formal
assessment of interrater reliability,
the analyses of the relationship of
baseline GAF score and changes in
GAF scores showed encouraging dis-
criminant validity. As expected, the
greatest amount of improvement was
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Characteristics of a sample of veterans who participated in a study of the Global Assessment of Functioning (GAF)

Outpatient sample (%) Inpatient sample (%)

2000 2001 2002 2000 2001 2002
Variable (N=279,904) (N=252,221) (N=273,036) (N=14,628) (N=11,210) (N=10,718)

Age (mean±SD years) 54.7±12.4 54.6±12.4 56±12.4 50.5±10.6 50.2±10.5 51.6±10.4
Black 15.4 15.4 15.9 28.4 27.6 30.5
Hispanic 5.0 4.3 3.8 5.7 3.5 3.1
Male 92.8 92.8 92.6 94.9 94.5 94.3
Married 44.1 45.1 45.4 22.7 22.6 23.2
Divorced or separated 28.0 27.2 27.7 39.4 38.3 38.6
Annual income (log) 8.47 8.39 8.54 7.57 7.55 7.69
Service-connected disability 

at below 50 percent 17.4 17.9 16.6 13.6 13.9 12.5
Service-connected disability at

50 percent or above 36.3 32.5 36.1 28.3 24.8 28.1
Schizophrenia 22.6 20.6 18.3 33.1 32.9 29.5
Posttraumatic stress disorder 34.1 33.8 34.2 32.8 34.0 34.6
Drug dependence or abuse 15.5 15.7 15.0 49.1 53.5 52.7
Alcohol dependence or abuse 19.7 19.8 19.0 56.8 58.9 58.5
Bipolar disorder 13.5 13.2 12.7 22.5 24.1 23.6
Major depression 29.9 29.3 28.2 33.7 34.2 32.7
Dysthymia 35.3 43.5 44.0 39.6 52.5 53.1
Anxiety disorder 22.0 25.6 24.9 19.7 28.0 28.0
Personality disorder 7.5 7.0 6.3 17.5 18.1 16.7
Dual diagnosis 20.4 21.3 20.7 55.6 60.4 60.1
Comorbid dementia or 

Alzheimer’s disease 3.4 3.2 4.3 3.9
Number of outpatient visits

(mean±SD) 24.5±53.4 20.0±44.8 18.9±43.1 55.0±76.2 52.3±70.9 50.7±68.8
Baseline GAF score

(mean±SD) 53.6±12.9 54.0±12.1 53.7±11.5 42.5±16.1 43.0±14.7 42.1±14.2
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found among discharged inpatients
between the time of discharge and
patients’ first rating after their entry
into outpatient care. Somewhat less
improvement was found for new out-
patients, and the least improvement
was found for continuing outpatients.
In addition, the lowest baseline
scores and least improvement were
observed among patients with schizo-
phrenia or Alzheimer’s disease, con-
ditions that are typically considered
to have poor prognoses, and among
veterans with the highest disability
ratings.

In addition to the evidence of dis-
criminant validity noted above, we
found high consistency in facility-lev-
el ratings across the three measures
and across years, which suggests that
the GAF data reported here reflect
consistent characteristics of the med-
ical centers that were being evaluat-

ed. The strong internal consistency of
the overall GAF performance scale
also encourages confidence in this
measure as an indicator of a facility’s
performance.

However, despite these encourag-
ing findings, given the possible gam-
ing of the measures and variation
across facilities in the scale’s adminis-
tration, we suggest that the scale is
more appropriate for examining
changes at a single facility over time
than for comparing facilities. GAF
change measurements could be
gamed, because clinicians could iden-
tify which GAF score of discharged
inpatients would be used as the base-
line assessment.

Although outpatient raters could
not tell which ratings would be used
as a baseline measure and which as a
follow-up measure, it is always possi-
ble that if the measures developed

here were used to evaluate perform-
ance, innovative gaming techniques
might be developed that have not
been considered. It is also possible
that differences in culture and rules
across facilities may result in variation
across facilities in the administration
of the GAF score. Thus, because it is
possible that variation across facilities
in GAF change scores may reflect di-
verse confounding factors other than
actual patient outcomes, the GAF
scale developed here would be more
appropriate for examining overall
changes within a single facility but not
for comparing facilities.

Several other limitations require
comment. First, the GAF score re-
mains a single value whose reliability
and validity in this specific real-world
setting has not been demonstrated,
and several researchers have ex-
pressed substantial concerns about
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Discriminant validity of baseline and Global Assessment of Functioning (GAF) change scores in a sample of veterans during
fiscal year 2002

Inpatients
New outpatients Continuing outpatients

Change
Change after Change after three months
three months six months after inpatient

Baseline GAF of treatment Baseline GAF of treatment Baseline GAF treatment
Independent variables (N=96,813) (N=55,862) (N=194,139) (N=155,434) (N=18,528) (N=10,677)

Age .03∗∗∗ 0 .04∗∗∗ 0 0 –.02
Black –1.15∗∗∗ –.51∗∗∗ –.62∗∗∗ –.38∗∗∗ .48 –.71
Hispanic –.60 –.45 –.35 –.35 .47 –1.03
Male –1.42∗∗∗ –.75∗∗∗ –1.70∗∗∗ –.48∗∗∗ .25 –.86
Married 1.46∗∗∗ .36∗∗∗ 1.44∗∗∗ .51∗∗∗ .21 1.50∗∗∗

Divorced or separated .26 .06 .31∗∗∗ .18 .08 .55
Annual income (log) .05∗∗∗ .04∗∗∗ .07∗∗∗ .03∗∗∗ –.07 .06
Service connected at 

below 50 percent .86∗∗∗ .32∗∗∗ 1.23∗∗∗ .19 –.20 .74
Service connected at 

above 50 percent –1.18∗∗∗ –.86∗∗∗ –1.74∗∗∗ –.89∗∗∗ –1.26∗∗∗ –1.11∗∗∗

Schizophrenia –5.42∗∗∗ –2.77∗∗∗ –5.07∗∗∗ –2.89∗∗∗ –4.23∗∗∗ –3.68∗∗∗

Posttraumatic stress disorder –3.46∗∗∗ –2.26∗∗∗ –3.71∗∗∗ –2.18∗∗∗ .19 –.56
Drug dependence or abuse –3.29∗∗∗ –.82∗∗∗ –1.66∗∗∗ –.41∗∗∗ .57 –.90
Alcohol dependence or abuse –3.38∗∗∗ –.38 –1.95∗∗∗ –.25 .83 .12
Bipolar disorder –1.04∗∗∗ –.65∗∗∗ –.31∗∗∗ –.45∗∗∗ –.68 –.44
Major depression –1.02∗∗∗ .18 –.12 –.07 –.39 .34
Dysthymia –.53∗∗∗ .06 .10 –.08 .44 .01
Anxiety .22 .01 .39∗∗∗ –.16∗∗∗ –.55 –.04
Personality –1.93∗∗∗ –.90∗∗∗ –1.89∗∗∗ –1.02∗∗∗ –.82∗∗∗ –.79
Dual diagnosis .72∗∗∗ –.15 .29 –.52∗∗∗ –.73 –.11
Comorbid dementia or 

Alzheimer’s disease –10.40∗∗∗ –4.86∗∗∗ –8.40∗∗∗ –5.13∗∗∗ –4.07∗∗∗ –5.91∗∗∗

Baseline GAF score –.43∗∗∗ –.44∗∗∗ –.85∗∗∗

Intercept 56.40∗∗∗ 26.30∗∗∗ 55.70∗∗∗ 25.70∗∗∗ 43.90∗∗∗ 45.30∗∗∗

Mean±SD GAF score 53.60±11.80 1.32±9.22 53.40±11.40 .10±9.27 41.20±13.90 7.35±15.60

∗∗∗p<.001
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the GAF (23,24). However, it is no-
table that Moos and colleagues (4)
found significant relationships be-
tween GAF ratings extracted from
the same data file as the one used in
this study and psychometrically
sound measures.

Second, risk adjustment relied en-
tirely on administrative data that do
not include measures of clinical status
or substance abuse.

Third, GAF data were available for
an incomplete subgroup of all VHA pa-
tients, and there is evidence that this
subgroup was significantly different
from other patients who received VHA
mental health services. However, the
subgroup for whom data were available
were those who received the most ex-
tensive services and who had the most
severe illnesses, and therefore were of
greatest interest and concern.

A fourth limitation is that because
the discriminant validity analyses
were based on a large sample and
thus had substantial power, some sta-
tistically significant findings may not
be clinically meaningful (30). There is
no standard for determining how
large a change in the GAF score is
clinically meaningful. However, a
study that compared clozapine and
haloperidol showed that small differ-
ences in GAF scores (2.2 points) fa-
voring clozapine paralleled significant
differences in other accepted meas-
ures, such as the Positive and Nega-
tive Syndrome Scale (31). Thus small
changes in GAF scores may be clini-
cally meaningful.

Another possible limitation of the
measures presented here is that the
GAF change measures may have been
biased by knowledge of patients’ diag-

noses and the treatment settings—
that is, whether inpatient or outpa-
tient. For instance, the GAF scores of
patients with severe diagnoses or who
have been recently discharged may be
influenced by the clinician’s aware-
ness of that information.

Conclusions
This study demonstrated several
strengths of a facility-level outcomes
measure derived from the GAF and
the possibility of using that measure
to assess outcomes at individual facil-
ities over time, even in the absence of
formal training or reliability assess-
ment of providers. However, in view
of the concerns about the validity of
the GAF score expressed by Moos
and colleagues (4) and by others
(23,24), further studies in other set-
tings with more extensive validation

TTaabbllee  33

Internal consistency and correlation between items of the medical center–level Global Assessment of Functioning (GAF)
performance scale in a sample of veterans, 2000 to 2002 (all p<.001)

2000 performance scale
2002 performance scale 2001 performance scale

Short
Long Long Long term,

Internal term, Short term, Short term, dis-
consist- Short term, continu- Short term, term, continu- Short term, term, continu- charged
ency new out- ing out- discharged new out- ing out- discharged new out- ing out- inpa-
(stand- patients patients inpatients patients patients inpatients patients patients tients
ardized

Item measures) N r N r N r N r N r N r N r N r N r

2002 performance 
scale .85

Short term, new
outpatients 129 1

Long term, contin-
uing outpatients 127 .82 128 1

Short term, dis-
charged inpa-
tients 121 .54 120 .60 123 1

2001 performance 
scale .85

Short term, new
outpatients 128 .75 128 .71 125 .41 135 1

Long term, contin-
uing outpatients 127 .72 127 .76 124 .43 134 .76 135 1

Short term, dis-
charged inpa-
tients 121 .63 121 .65 121 .75 130 .64 130 .55 131 1

2000 performance 
scale .86

Short term, new
outpatients 127 .62 127 .59 124 .39 133 .68 133 .64 131 .44 141 1

Long term, contin-
uing outpatients 126 .61 126 .68 123 .40 133 .65 133 .73 130 .46 140 .75 141 1

Short term, dis-
charged inpatients 122 .54 122 .62 121 .48 130 .56 130 .58 129 .53 137 .61 137 .64 138 1
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are needed, and the results presented
here should be considered prelimi-
nary and exploratory. Thus, although
the GAF provides outcome data that
go beyond readily available process
measures, at very low cost, it should
be used with caution and in combina-
tion with more objective process
measures, such as readmission rates
or timely access to outpatient care.
Although both kinds of data are im-
perfect, we believe that they comple-
ment each other in constructive ways;
however, it should be emphasized
that the GAF cannot categorically dif-
ferentiate unacceptable and accept-
able facility performance. The GAF
merely provides information about
changes in average health status at
the facility level. To the degree finan-
cially feasible, quality assurance sys-
tems for the GAF score—for exam-
ple, training and testing for interrater
reliability—should also be consistent-
ly implemented. Until such efforts
are effectively implemented across
the VHA system, the possibility of
systemic rater bias (caused by such
factors as gaming or differences be-
tween facilities in their culture and
rules) precludes the use of the GAF
developed here for comparisons
across facilities. ♦
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